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5.5 Assessment . y

Cor Resident ACetSme rts
5.7.b Ifa resi?hent re%tgrrﬁss :;Jlrlsgrég oyervie\(/jv l:c:r Yo e dene within the
nursing care, the resi assessed by a .
licensed nurse within fourteen days of admission \ L-\ C\Ox\& Pc Ty oc\ . 6nc<, ‘he
to the home or the commencement of nursing e NN d
services, using an assessment instrument A $51S C»n"' Na .4 At
provided by the licensing agency. Q,ornog \e \es hee par She

WA W Con ek Yhe 2N
'tl)'his REQUIREMENT is not met as evidenced anc\ S Lo W\ Q‘ih)r*%ﬁ
Y- \ ‘ el pactT ine
Based on record review and interview, the th O\O ! ‘fc‘
registered nurse (RN) failed to review the AS i3 s‘\'cx(\’{' (0 af'\C\f—}"f(
reassessment for 1 applicable resident. (Resident Lyl maxe Swure. WS
#1) Findings include: S—\’ W . % , Thﬂ; \L*‘
A \ RA

1.Based on record review on the afternoon of Y . J
12/09/08, a reassessment for Resident #1, who dc\«\/ p€ oo
required medication management, was - P ¥ %
completed by the Assistant Manager on 11/13/08, T4 'S oull Toley
however as of 12/09/08 the RN had failed to make Sure Agcsﬁnﬂrr}g
review the assessment. This was confirmed by . _\ﬂ \'
the nurse at the time of review. are adenc \n G Time '«\
Failure of the nurse to assess residents who mCt AL
require nursing overview or nursing care is a . .
repeat deficiency, previously cited in 12/05. This Q«‘ea_ witl he
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R100; Initial Comments: R100

An unannounced annual licensing survey and
complaint investigation was conducted by the 1
Division of Licensing and Protection from
12/08/08 to 12/09/08.

szl%? V. RESIDENT CARE AND HOME SERVICES R104 JAN 2 9 2009

5.1 Admission

5.2.a Prior to or at the time of admission, each
resident, and the resident's legal representative if
any, shall be provided with a written admission
agreement which describes the daily, weekly, or
monthly rate to be charged, a description of the
services that are covered in the rate, and all other
applicable financial issues, including an
explanation of the home's policy regarding
discharge or transfer when a resident's financial
status changes from privately paying to paying
with SS1 or ACCS benefits. This admission
agreement shall specify at least how the following
services will be provided, and what additional
charges there will be, if any: all personal care
services; nursing services; medication
management; laundry; transportation; toiletries,
and any additional services provided under ACCS
or a Medicaid Waiver program. If applicable, the
agreement must specify the amount and purpose
of any deposit. This agreement must also specify
the resident's transfer and discharge rights,
including provisions for refunds, and must include
a description of the home's personal needs
allowance policy.

(1) In addition to general resident agreement
requirements, agreements for all ACCS
participants shall include: the
ACCS services, the specific room and board rate,
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R104 | Continued From page 1 R104 5 % 5 Tmnﬁ?dfwah g;r'
s - AN AL - .
the amount of personal needs allowance and the R I o 17 VY U b A
. o B Rl N VR AN &
provider's agreement to accept room and board yed i cA Ve ces @n
and Medicaid as sole payment. \ { cammun'ﬁ . g: ﬁchm“r‘g
~ ‘cd &) "\'0
This REQUIREMENT is not met as evidenced /5\“0»\\ we Troule e 326
by: ~ . t T eL
Based on record review, the facility's admission \"‘OB ™m \\d S, rwmd ’h:‘.F
agreement did not include information regarding IProut (_‘,M(Sﬁ,, o+ 10
transportation required to be provided by the » _ .
facility to residents. The admission agreement exceed QOUY' @) h‘! FS Per
also did not identify the correct time frame for Mo rth .« Residen ‘e Moy
notice of involuntary discharge. Findings include: be e rfjecl O.‘\‘ 4L veason
¢ B )
1. Per review on the afternoon of 12/09/08 of the Q b\f -ﬁ:ﬁe » -tor, -\"ho &2, lg}ﬁ,
facility admission agreement, the facility failed to . . \
inform residents that transportation shall be \ﬂ. exeess O{L Mf\i“&(?_o 4
provided up to 20 miles, round trip without - ™M \es Hune \T“ \ (3 AaRnC\
charge, not to exceed 4 round trips per month. In : “Neose
addition, residents were not informed that they S\f"( Ay o Al ‘ﬁ"\ ‘ \ o Je"
may be charged for those miles in excess of 20 Qc \d «\m 2% Pﬂ(‘+0-f\"\ on )ﬂo-l—
miles round trip. ?re ser hed heren .
2. Per review of the admission agreement, the
facility incorrectly states "For non-payment we Fc( non - pau’ me'-nl\‘ we "“13 \- Qa‘CﬁH
may discharge you after a 14 day notice, or less if :
we can locate another residence to which you d ' ?:C)f‘! va‘%ﬁ ’0“"‘ & -
agree." The regulation requires the facility to 30 d Gt Mo 3;-\ ce.  0F \Qﬁs
provide a 30 day written notice to each resident . ,
when an involuntary discharge is initiated. Per “F ‘*:"\e o ‘QC’C'A\?- Qﬁch"e"(
interview on the afternoon of 12/09/08 the residence 4 which SUU
manager/owner confirmed the admission Qg Yee. .
agreement was inaccurate. e have Chan ect --Vhiﬁ‘r
N O0C QA $510N
R173 V. RESIDENT CARE AND HOME SERVICES R173
$8=D Qg TCern e,
5.10 Medication Management
5.10.h.
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R173| Continued From page 2 R173 we have saee SCFV\CCCA
. o The med ication Refe q erpxo
(1) Resident medications that the home d \f\O.
manages must be stored in locked compartments an ve \nstal \ecdd o
under proper temperature controls. Only he o mMmom eA-C( go
authorized personnel shail have access to the
Keys P ‘ We Can ok Sute. “‘he,
medich 1& & at the Propl
mpera. U

This REQUIREMENT s not met as evidenced k '
by: .
Based on observation and interview, the facility This Wiy be cronterd
failed to maintain medications under proper \ehee
temperature control. Findings include: hé NQ@ erOUv‘\‘ + M \
1. Per observation during the morning of QO
12/09/08, the temperature of the medication
refrigerator registered 56 degrees F on a digital
thermometer). There was a large build up of frost
on the inside of the refrigerator and water was '
noted dripping onto containers where insulin vials ’R" Vza
are stored. The manufactures recommendation
for proper temperature for the storage of insulin iQQ AH@\Q{/\ /\UJ-\'
recommended temperatures to be between 36-46 -
degrees F. The manager confirmed staff are
unable to monitor the temperature of the
refrigerator due to the lack of a thermometer and
at the time of the observation, the refrigerator
was not functioning properly.
Failure to properly store medications is a repeat
deficiency previously cited in 12/05.

R176| V. RESIDENT CARE AND HOME SERVICES R176

SS=D
5.10 Medication Management
5.10.h (4)
Medications left after the death or discharge of a
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5.10 Medication Management
5.10.h

(5) Narcotics and other controlled drugs must be
kept in a locked cabinet. Narcotics must be
accounted for on a daily basis. Other controlled
drugs shall be accounted for on at least a weekly
basis.

This REQUIREMENT is not met as evidenced
by: »

Based on observation, record review, the facility
failed to ensure that control drugs were
accounted for on a weekly basis. Findings
include:
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R176 | Continued From page 3 R176 ’ ¥ -12-04
when We open o Viad 2~
resident, or outdated medications, shall be _Q \néM ™ 6;06 e +<‘. ne
promptly disposed of in accordance with the O . W N
home's policy and applicable standards of dote on i, wie Rnow V]
practice. fust be vsed withma 28 4
N t& ~*’ ‘:l. s;e?
This REQUIREMENT is not met as evidenced g\‘;‘ﬂsA@\: ‘; W;usi\.nsbgre.l ?J;’Da
by: N Q% LS
Based on observation and interview, the facility Ao o\OJ\’C am a are \D&\ﬁa
failed to monitor for outdated medication. R \3 Mae
Findings include: Men. toreel BY o
. rout anel Yownm
1. Per observation on 12/09/08 at 10:30 AM of 6 ' 5 e
medications stored in the refrigerator in the staff QO‘*‘O AL Ve \ Sar
office, the label on a vial of Humalog Insulin 100 2 \\q \Oﬂ
units/10 ML indicated an expiration date of 9/08. A
This was brought to the attention of the . R‘ \’] (9»- P(DC (\CC “Qé
manager/owner at the time of the observation ‘ Qw:pk , V)
and the insulin was disposed. MO
R177| V. RESIDENT CARE AND HOME SERVICES R177
SS8=A
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R177 | Continued From page 4 R177 T OLLY "hANE, '\"ﬂﬁ. \i ;53'
. . . ‘ <¢. ‘{0~
1. Per review of control drugs administration O‘( \‘\-)e., gﬁ-?”%ﬁ-ﬁ\‘a V\Q\U ek m«i‘ 2 C§8
record on the morning of 12/09/08, Ambien, a 'JrCD uée 4% G- au\c\e. So X
schedule IV drug (sleep aide medication) :

Unew whok raeds need o

prescribed for Resident #3, was not accounted

for on a weekly basis as required. At the time of e Wﬂ\rcd. Those. whown Jsf
observation, the assistant manager confirmed ase on Aamigern N 109

she was not aware Ambien was a Scheduled IV ) n Iy

drug. areets o Court dov lﬁﬁ *

T Lo wedk % %Mcﬁﬂmam:;
R179 V. RESIDENT CARE AND HOME SERVICES | R178 | (e Lo b 4o e BN,

88=C X ,1
—s wh v ee revo i Hecesd

5.11 Staff Services \)S Ao e, Csfbth"r"i:ﬁhﬂ‘ﬁ i
5.11.b The home must ensure that staff
demonstrate competency in the skills and 'R - "17 j‘ o] \O(’i
techniques they are expected to perform before
providing any direct care to residents. There AA\A@)W/\,’\ 0 QO C
shall be at least twelve (12) hours of training each &rQ&A
year for each staff person providing direct care to | - A(ﬁ ;
residents. The training must include, but is not b\'&og\,\)g\)‘

limited to, the following:

(1) Resident rights;

(2) Fire safety and emergency evacuation;

(3) Resident emergency response procedures,
such as the Heimlich maneuver, accidents, police
or ambulance contact and first aid;

(4) Policies and procedures regarding mandatory
reports of abuse, neglect and exploitation;

(5) Respectful and effective interaction with
residents;

(6) Infection control measures, including but not
limited to, handwashing, handling of linens,
maintaining clean environments, blood borne
pathogens and universal precautions; and

(7) General supervision and care of residents.

This REQUIREMENT is not met as evidenced
by:

Division of Licensing and Protection .
STATE FORM . 6899 TLBZ11 if continuation sheet 5 of 21



Division of Licensing and Protection

PRINTED: 12/26/2008

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

0365

FORM APPROVED
(X3) DATE SURVEY
(X2) MULTIPLE CONSTRUGTION oELETeh
A. BUILDING C
B. WING
12/09/2008

NAME OF PROVIDER OR SUPPLIER

COTA'S HOSPITALITY HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

1079 SOUTH BARRE ROAD
BARRE, VT 05641

5.12..(2)

A record for each resident which includes:
resident's name; emergency notification
numbers; name, address and telephone number
of any legal representative or, if there is none, the
next of kin; physician's name, address and
telephone number; instructions in case of
resident's death; the resident's assessment(s);
progress notes regarding any accident or incident
and subsequent follow-up; list of allergies; a
signed admission agreement; a recent
photograph of the resident, unless the resident
objects; a copy of the resident's advance
directives, if any completed; and a copy of the
document giving legal authority to another, if any.

This REQUIREMENT is not met as evidenced
by:

2 \1aloq () \oetakesy
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R179| Continued From page 5 R179 Thts was edd, auiee o 1a- 18 4
Based on interview and record review, the facility ouy QN \ St VS @\, chm?\%‘_‘)
failed to ensure 12 hours of training each year for + ;

4 of 4 applicable staff persons who provide direct 4o \raue. Sredk eoctn “m)‘ °“§:
care. Findings include: \..é’fﬁﬁ"' Gnie o mﬂ:n"‘ﬁ'h :Tﬁ"%
1. Per review on 12/08/08 of inservice training Wy e, ﬁg_& cur. (L Fous 1
records, 4 staff persons selected for review were eolln UeL T “ThIS L\ W\ he
provided 8.5 hours of the required 12 hours of PR {:1 t’
inservice training. Per interview on the afternoon Mo tored v MAE. (o
of 12/08/08 the facility manager/owner confirmed Quaod Tamenys Ceodwer,
training that included Resident Rights, Fire \ L ver \
Safety, Respectful Effective Communication and e \naé\ Q.. un g crsa
Infection Control had not been provided to staff. Prc CCr.t chions \n .DQC»*
Failure to provide required training to staff is a R n ({ S :
repeat deficiency previously cited in 7/07. A\\( l ) ) ﬂ ’\O POC
R188| V. RESIDENT CARE AND HOME SERVICES R188 ACCcQ(’ iQA
§8=D '
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R188 | Continued From page 6 R188

Based on record Fr)e\S/;iew and interview, the facility \(\}C \f?CL\;t lﬁﬁ{’f‘ MCA"Q'C’

failed to document in progress notes a resident to STG"Q:‘ to quh %Q‘ 1N h,Zj*A?'

resident incident for Residents #1and 2 and D et 5‘5\”‘ (410

failed to maintain a recent photo for 3 of 12 v\ VIG5 N

residents. (Residents #:1, 2, 3, 4, 5) Findings Q ! \ \mc&_(;!’;)ﬂt"\ R dlh

include: aut e S clents, We “\'

1. Per review of "Documentation" notes on 12/08 have SYress ed *haf

and 12/09/08 and confirmed by the e é OCAA MO C ‘\'ﬁwk‘ \c{m

manager/owner on the afternoon of 12/09/08, Mo ) Nﬁf‘h ;;,43,7

"Documentation” notes for Residents #1 and #2 15 ecd € ‘&1:&«%""\ ) '\"0 '

did not reflect a resident to resident incident . 5 1 ' 6(+Q_ﬁ’\

between Resident #1 and #2 which included an 1S G .]6 \ne_‘_,&-(@‘

allegation of sexual assault. The owner/manager W’t\‘ ™ ‘\-Q Yalka

stated that on 11/27/08 or 11/28/08 (the P <0 \ Wt‘

manager/owner was unsure of the date) Cr(- \’\Qf’mh n

Resident #2 approached the manager/owner e, GO &l Ol Cxﬂﬂ;l

regarding concerns about a "non w { Y pnct e @Qz’

consensual"encounter occurring on 11/25/08 2 o \‘{QC}_, \’A}\ 5 “ﬁ-%}%‘l .? a

involving Resident #1. Despite the information 2 ‘V\ 3 s pn ‘t— &’«(\mfr

provided and discussions with both residents, the oY O A (Vb S o

manager failed to record the alleged incident in ,

either of the resident records. In addition, the W&‘ﬁ ! . \3 ﬁ‘ka‘ﬁd %ma{

manager failed to document Resident #2's ’Y‘{h v AN W\ e« s

voluntary discharge from the facility on either &}\% ;=

11/27 or 11/28/08. o “\.”a\mm“\

2. Per record review, the records of Residents ‘\JPC:\& Gﬁ’f} el

#3,4,5 did not include photos of each of the ké

resident. This was confirmed on the morning of -\ %@' ?O(‘/ !\CQ.@(J .

12/09/08 by the assistant manager of the facility. \Aj\‘\’\/\ fv ] \)

Sl;ﬂéo V. RESIDENT CARE AND HOME SERVICES R190 5‘ \¢-09
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5.12.c A home must file the following reports with
the licensing agency:

5.12.c.(1) When a fire occurs in the home,
regardless of size or damage, the licensing
agency and the Department of Labor and Industry
must be notified within twenty-four (24) hours. A
written report must be submitted to both
departments within seventy-two (72) hours. A .
copy of the report shall be kept on file.

5.12.c.(2) A written report of any accident or
illness shall be placed in the resident's record.
Any untimely deaths shall be reported and a
record kept on file.

5.12.c. (3) A report of any unexplained absence
of a resident from a home for more than 12 hours
shall be reported to the police, legal
representative and family, if any. The incident

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
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R190| Continued From page 7 R190 we dldﬁf Krow abouk 12 - 801
This REQUIREMENT is not met as evidenced +Hhe Fedexu) £xclusion
by: Liet
Based on record review and interview, the facility 'Da_*a\wﬁﬁ O'FM GC = t
failed to conduct all required background checks O+ the :Cn'sgl!b‘\"m'-- C’J '
on newly hired employees. Findings include: \ \a
hen we. wére, Y0
1. Per review of required background checks of 2 i Xoenvas., Cotoe weat
new employees on 12/08/08, background checks ( ! " dﬂ {‘& A é':”d
did not include the Federal Exclusion Database of on W ne a o
the Office of the Inspector General. On the -rhes‘é _mcta {{?UW“ ¢ WS t
afternoon of 12/08/08 the manager/owner . ‘:3 - lo i
confirmed not all background checks were TNis o {t bﬂ LAR A b ved
conducted as required. })(j ’TC\W\N C,o“"n {_“ q—-‘\&c
R191| V. RESIDENT CARE AND HOME SERVICES R191 (s t.u&' . 3 ‘lg]DVl
$S=D o g } \C(,O‘ .
542  Records/Reports /\M(&LL [

Poc A@ﬁ%\
ORoa ks

Sep, Atache

shall be reported to the licensing agency within
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twenty-four (24) hours of disappearance followed
by a written report within seventy-two (72) hours,
a copy of which shall be maintained.

5.12.c.(4) A written report of any breakdown or
cessation to the home's physical plant's major
services (plumbing, heat, water supply, etc.) or
supplied service, which disrupts the normal
course of operation. The licensee shall notify the
licensing agency immediately whenever such an
incident occurs. A copy of the report shall be
sent to the licensing agency within seventy-two

(72) hours.

5.12.c. (5) A written report of any reports or
incidents of abuse, neglect or exploitation
reported to the licensing agency.

5.12.c. (6) A written report of resident injury or
death following the use of mechanical or
chemical restraint.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the
manager/owners failed to file a written report to
the licensing agency after being informed by a
resident of an alligation of sexual abuse. Findings
include:

1. Per interview on 12/08/08 at 1:05 PM the
manager/owner stated sometime during the
afternoon of 11/27/08 or 11/28/08, Resident #2
approached the manager/owner in the staff office
and alleged nonconsensual sexual abuse by
another resident of the facility. The
manager/owner stated Resident #2 stated the
sexual encounter "...was not consensual”.
Despite receiving this information, the
manager/owner failed to file a written report to the
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Continued From page 9

licensing agency regarding the allegation made
by Resident #2 as required.

This is a repeat deficiency, previously cited in
9/08.

V. RESIDENT CARE AND HOME SERVICES

5.18  Reporting of Abuse, Neglect or
Exploitation

5.18.a The licensee and staff shall report any
case of suspected abuse, neglect or exploitation
to the Adult Protective Services (APS) as
required by 33 V.S.A. §6903. APS may be
contacted by calling toll-free 1-800-564-1612.
Reports must be made to APS within 48 hours of
learning of the suspected, reported or alleged
incident.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facullty
failed to report a suspected case of alleged
abuse to the Adult Protective Services (APS) as
required by V.S.A. 6903. Findings include:

1. Per interview on 12/08/08 at 1:05 PM the
manager/owner stated sometime during the
afternoon of 11/27/08 or 11/28/08, Resident #2
approached the manager/owner in the staff office
and alleged nonconsensual sexual abuse by
another resident of the facility. The
manager/owner stated Resident #2 stated the
sexua!l encounter "...was not consensual".
Despite receiving this information, the
manager/owner failed to file a suspected
allegation of abuse with APS. The
manager/owner confirmed that although they are
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aware of the APS mandated reporting process, . ‘
they failed to file the report as required. wi h Nk, Sure ’\M

R207 V. RESIDENT CARE AND HOME SERVICES | Reor W& (€0t + to APS
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ij SU&P\c\ ans ok
5.18 Reporting of Abuse, Neglect or Exploitation O& ]
QA I\%.SL. O.r\ Sory

5.18.b The licensee and staff are required to C o [ &.
report suspected or reported incidents of abuse, U\E W \ “‘ \C‘)_CA “
neglect or exploitation. It is not the licensee's or l‘ﬁ\ 1851\ Aokl NS
staff's responsibility to determine if the alleged Ou‘r O\A‘w\ 8
incident did occur or not; that is the responsibility w W {\ aa AN
of the licensing agency. A home may, and should, }
conduct its own investigation. However, that must Q‘ \"‘Q,,{:)Uﬁ" {' \"3 o i
not delay reporting of the alleged or suspected Qs (.
incident to Adult Protective Services. #\P S as OO
This REQUIREMENT is not met as evidenced }€Ct T8 0"%*‘ '{ hﬁ: ‘Jf {f)h [em,
by: %
Based on record review and interview, the facility 'ﬂf% oot \\ \Q_Q_ MO M m
failed to report suspected abuse or conduct an ‘\"’—‘a AP
investigation of the alleged incident. Findings i\* Cw{-c;( ,l;-j" ‘&
include: Oe’
1. On either 11/27/08 or 11/28/08 the g,!:-n .
manager/owner was informed by Resident #2 Q 077 / 30?
that they recently had "non consensual” sex with
another resident of the facility. The 2-\9-01 |
manager/owner failed to report the allegation of ] |
abuse and failed to conduct an investigation ;
regarding the allegations. The manager/owner QQ- //\H(ld/@
confirmed on 12/08/08 at 1:05 PM they failed to
file a report with both APS and the licensing \\RXQ’OAQM/
agency or conduct an investigation of the [:\CC,@
allegations. @@Cﬂfo&)’\
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When an vncident
5.18 Reporting of Abuse, Neglect or Exploitation At ses ¢ Lot W\

5.18.¢ Incidents involving resident-to-resident eawe. JuUrc. h‘\ﬁj{" ol

£k

abuse must be reported to the licensing agency if . . ) 1l
a resident alleges abuse, sexual abuse, or if an 14 LAy \@@ﬂ’\ 1 dOC U\W‘@ﬂkﬁk 'O
injury requiring physician intervention results, or if : . : , 0

there is a pattern of abusive behavior. All ' \N { V&’k« ba 0\&»3 ' ﬁ
resident-to-resident incidents, even minor ones, N A et TS o STt

must be recorded in the resident's record. \NC © AL

Families or legal representatives must be notified cT XU uN :\"‘('Uyﬁ-- VIR ER

and a plan must be developed to deal with the . \OV\ -
behaviors ﬁ‘m e\ 53\1\ \- decis 1

This REQUIREMENT is not met as evidenced -‘TOMM% C,c)m A i\/z

by: . - A

Based on record review and interview, the facility C AW (\ fenut L

failed to file an alligation of resident to resident "?COLN

sexual abuse and failed to record in the resident's | - . ’h'\* $!

record the incident involving the alleged abuse.
Findings include: .

1. Per record review on 12/08/08 and 12/09/08
the facility failed to document in the records of

Resident #1 and #2 an alleged incident involving

both residents and an allegation of sexual abuse. SeEe /\*\Mmé
Per interview on the afternoon of 12/09/08, the Addgodinn—
manager/owner confirmed she had failed to ) ;J > S
document in both resident records the alleged POC ACC%@P
alligations. In addition, the manager/owner failed 5, \%“OO‘

to report the alleged abuse to APS and the-

licensing agency. ' | . W”b @v\

R213| VI. RESIDENTS' RIGHTS R213
SS=E

6.1 Every resident shall be treated with
consideration, respect and full recognition of the
resident's dignity, individuality, and privacy. A
‘home may not ask a resident to waive the
Division of Licensing and Protection
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resident's rights. ' T~ h@é&ﬁ ¥ ‘\g s , -
| | removed Brom e thama,,
This REQUIREMENT is not met as evidenced _ {’\) e h : A
lI?'}z/a:sed o} i i i ili UJQ, Qm " \.vf\% M n '
n record review and interview, the facility
written House Rules did not take into ’m a 3 & th 05 n\/Q‘V"’SCL%'\' oy
consideration residents's dignity and individuality ai L {‘ “ _ dg
and residents were asked to waive their rights. PSR S €5 210 - /i
Findings include: \Y‘S’\'“‘CA o W ‘-Gd ’a' ,
. o, . 4(\ !
Per review on the afternoon of 12/09/08 of the w& enes W .
facility "House Rules" the residents were asked to ’\“(‘3 ) Q‘—\ AQE., G "N’\.(;‘.—U"
waive their rights with the following rules: R A\\)&( S \(\ U
! S, S0 Those. house

1. The resident's individuality and dignity is 3 ; : . as
waived when House Rules dictated "Baths are T \¢s are. o \ Q“Wf"*
taken everyday or every other day and everyone . N ) o i
needs to wear PJs to bed not your clothing that DA S W W e naoe w#ﬂﬁ{‘
you have worn all day". A 5
2. A House Rule states " No one should be out of bi"‘ g\“ & L e Wsﬂ 7] ned
their rooms before 7:00 AM", residents should not _J
be restricted access to resident areas within the | \ &;&_
facility or required to stay in their rooms at (AT 9 Cre-)" .
specific times during the day or night.
3. "There is to be no one in anyone's room
except for the client that lives in a particular
room” is an infringement of the resident's right to
be allowed to associate, communicate and meet Q 9\\5
privately with persons of the resident's own Q) @
choice. OOACCKE '
The owner/manager confirmed on the afternoon Wﬂ\ '\adﬁ&
of 12/09/08 the House Rules did not support the - Lf\/ S
rights of residents. ‘2% @M\'
This is a repeat deficiency previously cited in W&?\Ogh
6/07.
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& Nave. NAGR. Newd
7.1.a. (7) The home shall maintain sufficient food Mmeni € That have e
supplies at hand on the premises to meet the .
requirements of the planned weekly menus. qu “'.5 avA Ve%@‘\‘ﬁ h\ﬁs
navin M\ \
This REQUIREMENT is not met as evidenced wﬂ ar& ! & a
by: C{)mpu Comnn "‘“‘ﬁ \ g
Based on observation and interview, the facility
failed to maintain sufficient food supplies at hand %\( h’\ W\ e 0«?‘?—
on the premises to meet requirements of the { u{:m
planned weekly menu. Findings include: hﬂ\l\ nY bfA&@*Zf dﬁ‘ ,
. . nd wé a
1. During a tour of the facility kitchen on 12/08/08 M 4_ l")
at 10:55 AM 2 decanters, approximately 1 quart u e N Q\GS‘Q ¢ W 53 ¢ ’
size, contained milk. No other containers of milk } ralefint
were observed to be available for resident onN o ( %‘ dﬁd &ru"ci 13
consumption. Per review of the menu for the Lme ;
present week, milk was to be served at each bﬁ {Nﬁ. ran &u‘ .\ J\ d
meal. The manager/owner stated "My husband - . »  PACN gre
brings milk and bread every day", however no ‘ %a (RRFO L W e AN
containers of milk were delivered to the facility on ?‘4 - \mﬁ COR\ R i‘«-g&@
12/08/08. A supply of milk was delivered the J
following morning to the facility. {»
. 3 (O
2. The menu for 12/09/08 stated the dinner meal
was to be fish on a bun, rice and gravy, however
per observation of food supplies, no fish was ?) -1Q -07
available to be served to the residents. A family
member of the staff was asked to purchase P OC P\C@Qp ;-651
frozen fish, which was then brought to the facility < (\\’\KM
to be served for the evening meal. The lack of s
sufficient food supples was brought to the Manv 5
attention of the owner/manager. T &O%V\
R240 VII. NUTRITION AND FOOD SERVICES R240 '
SS=E
7.1 Food Services
7.1.b Meal Patterns
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The following guide provides the basis for meal
planning and will provide nearly 100% of the RDA
for most residents. In cases of a resident's
advanced age and very light activity, homes may
consider each resident's needs with respect to
portion size and frequency of eating but shall not
compromise overall nutrient intake. In addition to
the suggested food servings, particular emphasis
must be given to fluid intake for residents.
Suggested Daily What Counts
Food Group Servings as a Serving

Bread, Cereal, 6-11 1 slice bread,
tortilla
Rice, Pasta Y2 bagel, English Muffin
: ¥ hamburger/

hot dog roll, pita

Y2 cup cooked

cereal, rice, pasta

1 0z ready-to-eat

cereal 3-4 small or

2 large crackers

Fruit 2-4 % cup 100% fruit juice
1 medium apple,
banana or other
fruit ¥ cup fresh,
cooked or
canned fruit
Ya cup dried fruit

Vegetables 3-5 ¥2 cup cooked or
chopped

raw vegetables

1 cup leafy, raw

vegetables

% cup vegetable juice
Milk, Yogurt, 3 or more 1 cup milk,
yogurt
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Cheese 1 %2 oz natural cheese

Meat, Poultry, 2-3 oz cooked
lean

Legumes, Eggs 4-5 oz/day)
fish
Nuts

2 (total of
meat, poultry or

Y2 cup cooked legumes
1 egg
2 tablespoons peanut
butter

1/3 cup nuts
Fluids Water, juice, herbal
tea,

(8 fluid oz each)

8 cups

non-caffeineated
Coffee, tea

At least one serving of citrus fruit or other fruit or
vegetable rich in vitamin C shall be served each
day.

At least one serving of fruit or vegetable rich in

vitamin A shall be served at least every other day.

This REQUIREMENT is not met as ewdenced
by:

Based on observation, interview and record
review, the facility failed to incorporate in their
menu nearly 100% of the RDA. Finding include:

1. Per review on 12/09/08 of 3 weeks of planned
menus, the facility failed to provide residents with
adequate servings of fruit, vegetables and at
least one daily serving of citrus fruit or other fruit
or vegetable rich in Vit C and at least one serving
of fruit or vegetable rich in vitamin A served every
other day. Review of 3 weeks of menus noted
vegetable servings were limited to 1 to 2 servings
of the 5 required 1/2 cup servings and with the
exception of a "juice" drink served at meals no
other servings of fruit was offered. This was
confirmed on the afternoon of 12/09/08 by the

R240
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assistant manager who assists the
manager/owner in creating the menus which are
used on a rotating weekly schedule. o
g weekly A, The v'cfuaecora*ai
5%2-457 VII. NUTRITION AND FOOD SERVICES R247 Lot he C;\ G y\cd e U\t
| Cuer Y olve rdity ) tntiicd
7.2 Food Safety and Sanitation
| | Lood will b€ theown
7.2.b All perishable food and drink shall be
labeled, dated and held at proper temperatures: G(A.:G (3
(1) At or below 40 degrees Fahrenheit. (2) Ator
above 140 degrees Fahrenheit when served or ‘ € %
heated prior to service. B (U& Q((’,. (JJCL c}
<
This REQUIREMENT is not met as evidenced ﬂf‘{ d&w» 64 (3“"5
by:
Based on observation and interview the faC|I|ty qe“ \56’('@.‘1 '{5 (" i P
failed to properly label and/or date perishable b( O o f s ‘.—4 C';*_ . :‘ J X
food. Findings include: “1 ) At { X @(@@fﬂ
e Mo )
1. During a tour of the kitchen on 12/08/08 at I d ¥ ,&f’
10:55 AM with the manager/owner and the . mgygﬂ,wv ** t d At I
assistant manager, the following observations - « L o
were made of the 2 refrigerators in the kitchen: TEm L B e . ‘3*‘?-» AT S J
a. Refrigerator #1: dried remains of a meat ,,% ? f’{’:"’ “v»‘
roast stored in a plastic container was unlabeled ‘i-
and/or dated. Upon observing the meat the
manager stated "l would not feed that to a dog". . t }\ X ,-,1- e Mf Zé‘-
£ W
b. An open package of bologna dated L A '
10/19/08. i (EUERCTRL
c. Refrigerator #2's freezer: an open, S N
undated plastic bag of meat patties, with vyt K A v a ;
evidence of freezer burn; M 3%.*“' e * ?}h 4~ ,\uh L, L
d. Several packages of outdated bologna ) :
(10/19/08) were also noted stored in a chest g‘ R P R _j'u' s ok g
freezer located in the pantry area. i
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safe, functional, sanitary, homelike and
comfortable environment.

This REQUIREMENT is not met as evidenced

by:

Based on observation and interview, the facility
failed to maintain a safe, functional and sanitary
environment. Findings include:

1. During a tour of the facility with the manager on
12/08/08 at 11.05 AM the following observations
were made:

a. The toilet in a bathroom on the first floor
shared by 2 residents was inoperable. The toilet
commode had been removed from the base and
left beside the drain pipe which was left
uncovered and encrusted with waste. The
manager/owner was unable to explain why the
drain pipe was left exposed and uncovered
creating a potential hazard for sewer gas to
escape into the environment as well as an
infection control hazard.

b. The kitchen floor was in disrepair. At the
entrance to the kitchen from the dinning room the
vinyl floor was torn in several areas with repairs
attempted with duct tape. Additional duct tape
was noted taped across the center of the floor
near the refrigerators. The floor was also torn
around the corners and edges and a build up of
grime was observed. :

c. Formica stripping on the side of the counter
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near the sink and dishwasher was missing and/o
left unsecured to the counter. :

c¢. On the second floor, cable wires were secured
on the floor with duct tape creating an unsafe -
environment for residents who live in the rooms
adjacent to the cable wires creating a potential
tripping hazard.

d. The edges of the vinyl shower room floor on
the first floor were lifting near the tub and around
corners in the shower room.

Failure to provide a safe, functional and sanitary
environment is a repeat deficiency previously
cited in 2/08.

IX. PHYSICAL PLANT

9.3 Toilet, Bathing and Lavatory Facilities

9.3.c Each lavatory sink shall be at least of
standard size and shall be equipped with hot and
cold running water, soap, and, if used by multiple
residents, paper towels.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to ensure paper towels were always
available in the bathrooms. Findings include:

1. During the tour of the facility on 12/08/08 at
11:10 AM, no paper towels were available in the
bathroom on the second floor used by multiple
residents. At 5:15 PM on 12/08/08 the first floor
bathroom used by both staff and multiple
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9.11 Disaster and Emergency Preparedness

9.11.c Each home shall have in effect, and
available to staff and residents, written copies of
a plan for the protection of all persons in the
event of fire and for the evacuation of the building
when necessary. All staff shall be instructed
periodically and kept informed of their duties
under the plan. Fire drills shall be conducted on
at least a quarterly basis and shall rotate times of
day among morning, afternoon, evening, and
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2008 Plan of Corrections:
R 104- Please see revisions on attachments. Tammy Cota will over see this.

R 135- We now have a policy and procedure for residents assessments to be done within
the 14 day period after admission and then as needed. The delegating nurse will be
available sooner to assist with assessments. Tammy Cota will over see this.

R 176- New policy written - A log will be kept with the temperature recorded daily. A
monthly defrosting and cleaning will be done. Day staff is responsible. Tammy Cota will
over see. See attached.

R 177-We now have a list of schedule II drugs. All schedule II drugs will be counted
daily. All new medications taken in the home will be checked for classification and
counted as needed daily. Tammy Cota will over see.

R 179- All trained staff will receive 12 hours of in-service training per year. Tammy Cota
will over see this.

R 188- Manager will make sure documentation will be complete, record audits will be
performed one time monthly. Tammy Cota is responsible for follow thru.

R 190- At time of each new hire a background check will be done as required, and
records will be kept of each application and it’s results. All back ground checks will be
monitored by Tammy Cota

R 191- All incidents that involve any resident of Cota’s will be documented and reported
as required by state regulations. Tammy Cota will be responsible for seeing that this is
done.

R 206- The staff at Cota’s will report to APS and the Police any resident who fails to
return with in12 hours of their expected time. All staff is aware that we have a 48hour
window for reporting to APS. All staff at Cota’s is responsible for this as we are all
mandated reporters. Tammy Cota will see that this is done.

R 208- All incidents involving residents at Cota’s will be documented as required per
State regulation with in the 48 hour time frame. This will be monitored by Tammy Cota.
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